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National Audit Project (MINAP) database and patient notes. Mortality data was
confirmed using the Office of National Statistics database with follow-up ranging from 3
to 44 months.
Results: The mean age was 6014years and 80.3% patients were male. The incidence
of previous coronary disease in the cohort was 27.8%, 32.8% patients were hypertensive,
37.7% smokers, 24.6% hypercholesterolaemic and 8.2% had known diabetes. 45%
patients had a witnessed arrest and 43.4% were directly conveyed to the pPCI centre.
Mean arrest-to-arrival time in the cohort was 11524mins with a mean call-to-balloon
time of 16824mins. The rate of successful pPCI in the cohort was 85% with 21.7%
having 3-vessel disease. Shock was present in 16% and severe left ventricular impairment
in 25% patients. The in-hospital mortality within the cohort was 21%. Of the patients who
died 14 were cardiovascular deaths, 3 being shortly after return of spontaneous circulation
in the catheterisation laboratory, and 6 of all deaths were secondary to hypoxic brain
injury in Intensive Care. 79% of all patients survived to discharge. Of the patients who
survived 92% were discharged with no neurological deficit. At follow-up (12-44 months
in 62% patients) 100% of patients who survived to discharge were still alive.
Conclusions: Here we present descriptive data of a large, contemporary cohort of
STEMI admissions for pPCI that are complicated by OOHCA. Here we show a 79%
survival rate to discharge, a higher proportion than previously reported, with good long
term prognosis after discharge.
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Background: ST elevation myocardial infarction (STEMI) complicated by out of
hospital cardiac arrest (OOHCA) is associated with significant mortality. Small observa-
tional studies have shown survival benefit with primary percutaneous coronary interven-
tion (pPCI) in this setting. We sought to identify clinical characteristics and predictors of
outcome in STEMI complicated by OOHCA in a large patient cohort in the era of pPCI.
Methods: Between January 2008 and October 2011, STEMI admissions to a regional
cardiac centre were retrospectively analysed. 122 patients with OOHCA in the context of
STEMI were identified. Clinical and procedural data was collected from the UK
Myocardial Ischaemia National Audit Project (MINAP) database and patient notes. All
cause mortality data was confirmed using the Office of National Statistics mortality
database with follow-up ranging from 3 to 44 months.
Results: The mean age of patients was 6014years, 80.3% were male and 43% were
direct admissions via the ambulance service, 57% being transferred from district hospitals.
The in-hospital mortality within the cohort was 21% with 96/122 patients surviving to
discharge. There were no significant differences in patient demographics, previous cardiac
history, arrest rhythm or referral source between patients who survived to discharge
compared with those who died. Patients who died had significantly higher incidence of
cardiogenic shock (p0.0289), 3-vessel coronary disease (p0.0125), severe left ven-
tricular (LV) impairment (p0.0273) and renal dysfunction (p0.0001). Shorter arrest-
to-arrival time (p0.001), shorter call-to-balloon time (p0.015), successful pPCI
(p0.0247) and witnessed arrest were strongly associated with survival in this patient
cohort.
Conclusions: We show that in this large, contemporary cohort of STEMI admissions for
pPCI that are complicated by OOHCA, 79% of patients survive to discharge, a higher
proportion than previously reported. Predictors of poor outcome include: unwitnessed
arrest, delay from arrest to arrival, delay in call-to-balloon, cardiogenic shock, 3-vessel
coronary disease, failure of pPCI, severe LV impairment and renal dysfunction.
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Background: Although mortality due to ST elevation myocardial infarction (STEMI)
has declined in the past few decades, it is unknown if this decline is uniform across
anatomical locations of STEMI.
Methods: We examined temporal trends in STEMI case fatality related to anatomical
location for United States from 1993 to 2009 using Nationwide Inpatient Sample (NIS),
a weighted sample dataset that comprises almost 95 % of total discharges from US
hospitals. In our study, we included all patients with first hospitalized STEMI with
location specified based on ICD-9-CM (410.01- anterolateral, 410.11- anterior, 410.21 -
inferolateral, 410.31- inferoposterior, 410.41-inferior, 410.51-lateral and 410.61- infero-
basal). We estimated annual percent change using Joinpoint Regression Program (v 3.5,
National Cancer Institute, Bethesda, Maryland) assuming Poisson regression.
Results: From 1993 to 2009, 449033 deaths were reported out of 5011979 admissions for
STEMI. The overall estimated annual percentage change (EAPC) in case fatality was
2.9 (95 % confidence interval [CI] 3.2 to 2.6). EAPC in STEMI case fatality was
3 (95 % CI 3.5 to 2.5) for admissions with anterolateral, 3.3 (95 % CI 3.7 to
2.9) for anterior, 2.8 (95 % CI 3.3 to 2.3) for inferolateral, 2.4 (95 % CI 3.2
to 1.6) for inferoposterior, 2.7 (95 % CI 2.9 to 2.4) for inferior, 2.1 (95 % CI
2.8 to 1.5) for lateral and 0 (95 % CI 1 to 1.1) for inferobasal. Decline in STEMI
case fatality was significant at p  0.05 for all locations, except for inferobasal location.
Conclusions: Our findings indicate that in-hospital case fatality after initial presentation
with inferobasal STEMI continues to remain high despite decline in overall STEMI case
fatality in other locations. Unfavorable fatality trends in inferobasal STEMI warrants
further investigation.
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Background: ST-segment elevation serves as a reliable electrocardiographic marker for
complete coronary occlusion (CCO). However, we have recently shown that 34% of
patients with acute non ST- elevation myocardial infarction also show CCO resulting in
a poor prognosis due to late reperfusion. The role of the GRACE risk score in predicting
CCO is unclear.
Methods: We evaluated data from 345 consecutive patients presenting with acute
NSTEMI (symptom-to-door time  24 hours) who were treated with coronary angio-
plasty as part of an early-invasive strategy. Complete coronary occlusion was defined as
TIMI-flow grade 0 and 1 of the infarct-related artery upon angiography. Clinical,
laboratory and electrocardiographic predictors of CCO including the GRACE risk score
were identified by univariate and multivariate analysis.
Results: Demographic and clinical characteristics did not predict angiographic CCO.
Patients with CCO, however, showed an increased number of leads with negative
T-waves (3.12.3 vs. 2.12.0 p0.013) as well as a greater infarct size measured by
peak myocardial enzymes (peak Troponin-T: 1.532.36 ng/ml vs. 0.931.79 ng/ml;
p0.017). The mean GRACE risk score was higher in the CCO group, but did not differ
significantly between both groups.
Conclusions: A high number of leads (3) with negative T-waves in the admission
ECGs of patients presenting with acute NSTEMI identifies individuals at high risk for a
CCO. The GRACE risk score, however, does not predict CCO.
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Background: Recently, there has been a focus to lower both length of stay (LOS) and
readmission in patients with ST-elevation myocardial infarction (STEMI) to decrease
costs. STEMI patients in the United States have lower LOS but increased rates of hospital
readmissions compared to other countries. The Zwolle PCI Risk Index is a validated score
to identify low risk STEMI patients for early discharge.
Methods: We retrospectively applied the Zwolle PCI Risk Index to all STEMI patients
presenting as part of a large regional STEMI system between January 2009 and December
2011. Cases were grouped into low risk (0-3) and high risk (4). Complication rates
(based on NCDR definitions), LOS, total hospital costs, readmission rates, and 30-day and
1-year mortality rates were compared.
Results: Among 967 cases, high (427, 44%) and low risk patients (540, 56%) had
statistically significantly different rates of median LOS, in-hospital, 30-day and 1-year
mortality. Among the 598 cases with complete data on costs and complications,
statistically significant differences in rates of any complication, cardiogenic shock, need
for RBC transfusion, new dialysis, and total hospital costs (Figure).
Conclusions: A primary PCI Risk Index score can identify low risk STEMI patients
following PCI and may provide an opportunity to safely employ early discharge strategies
to reduce LOS and total hospital costs without compromising safety.
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